Commentary: Extension of the proximal landing zone of TEVARs allows for more patients with proximal descending thoracic aortic aneurysms or dissections to be treated endovascularly. Detailed planning and simplicity is the key to technical success. Although insertion of a scalloped TEVAR to achieve more proximal aortic arch seal zones is by no means a simple technical exercise, it may prove simpler with better long-term results than using chimneys and snorkels, burning holes through TEVARs to insert a side-branch graft, or performing carotid-carotid bypasses. The concept of the proximal scallop is to increase the proximal landing zone in the inner curvature of the arch without compromising the patency of supra-aortic branches. Before trying this at home, these cases are challenging and expertise is required, including obtaining detailed angiography (two angiograms at perpendicular angles to aid the positioning of the scallop, perpendicular left anterior oblique projection to align the distal marker of the scallop just distal to the targeted vessel), understanding the nuances of advancing the graft (as the device navigates the anterior portion of the aortic arch, it tends to rotate toward the left anterior side of the aorta and excessive torque should be avoided), and using temporary rapid right ventricular pacing. There are certainly limitations of applying scalloped TEVARs, but the technique may expand our horizons to treat proximal aortic lesions.
not measured in hours but was 5 to 7 days. The authors mention in the Discussion section that PMT may not be as useful for chronic thrombus. One disadvantage of PMT is increased risk of distal emboli. In conclusion, I favor PMT for most cases of ALI for the aforementioned reasons: using this adjunct will get rid of clot quicker than CDT and will result in cost savings due to fewer returns to the endovascular suite and shorter hospital stays e assuming proper technique with PMT is used.
A plea for regionalization of abdominal aortic aneurysm repair Although regionalization of health care may be coming, there are potential disadvantages or obstacles. This strategy can result in additional patient costs, such as travel and hotel expenses. Many patients may simply not be willing to travel long distances to high-volume hospitals. An analysis of vascular surgery training programs may reveal that some programs would not fit into the category of high-volume hospitals. Lastly, this study showed that high-volume hospitals did not provide superior value for open AAA repair compared to low-volume hospitals. Go figure. 
